Introduction
Craniopharyngiomas (CPs) are tumors of the sellar and parasellar region and constitute approximately 3% of all intracranial tumors. They are the most common form of nonneuroepithelial neoplasm in pediatric population.
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They originate from epithelial remnants anywhere along the obscured craniopharyngeal duct from Rathke's cleft to the floor of the third ventricle. [3] [4] [5] Though classified by World Health Organization as grade 1 tumors, 6 there have only been rare reports of malignancy transformation. [7] [8] [9] CPs can cause significant morbidity due to their intimate involvement and mass effect on surrounding structures. Treatment is mainly through surgical resection. Several surgical approaches have been developed depending on topographical location of the tumor, 1,4,10-12 and post neuroendoscopy radiotherapy,
13
Gamma Knife surgery, 14, 15 and occasional use of Ommaya reservoir placement, 16, 17 proton beam therapy, 18, 19 and intracavitary β-irradiation 20, 21 have been reported in literature.
In this parochial literature review, we focus on the pathological classification and topographical location of CPs, highlighting the differences in two CP subtypes, their clinical presentation, imaging characterization, and the salient pathological and topographical location, and, finally, briefly discuss the differential diagnosis of CPs. For more specific clinical and pathological studies on classification of CPs, other published reviews are recommended.
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Classification According to Tumor Pathology
There are two different subtypes of CPs that differ clinically and pathologically: adamantinomatous CP (ACP) and papillary CP (PCP). The adamantinomatous variant occurs predominantly in the pediatric population, whereas the papillary variant is seen mostly among adults. The ACPs are much more common than PCP (9:1) and are pathologically distinct.
26 ACPs are composed of cystic "motor oil-like" 23 However, there exist some overlapping features between the two subtypes that led to the hypothesis that CPs fall on a histopathological continuum with other cystic epithelial sellar lesions. 26 Crotty et al found no significant differences between the two CP subtypes with respect to respectability, efficacy if radiation therapy, and overall survival.
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The salient features of these tumors are summarized in ►Tables 1 and 2.
Classification According to Tumor Topography
Craniopharyngiomas can arise anywhere along the craniopharyngeal canal, although majorities arise in the sella/parasellar region. Because of their benign nature, they grow silently and are usually present clinically when they are already large with extension into the surrounding sellar region, usually adhering and compressing vital neurologic structures within their vicinity, consequently causing neurologic signs and symptoms. The majority of CPs have suprasellar and supra-intrasellar components, whereas strictly intrasellar CPs are the least common. Furthermore, ectopic and fetal CPs add to the continuum of possible locations of CPs. Several authors have reported primary ectopic CPs in various locations of the cranium: temporal lobe, 29 echodense structure at the intracranial midline with an irregular outline measuring 3.1 Â 2.69 cm, which displaced the lateral ventricles and choroid plexus detected by prenatal ultrasound and further histology studies of the fetus specimen revealed an ACP. In the same report, they suggested that CP account for approximately 11% of fetal tumors.
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Various grading systems have been suggested by several authors to aid in planning of surgical route either from preoperative images of MRI scans or based on intraoperative views of the anatomical structures involved with or surrounding the tumor. 4 Pascual et al reported no significant relation between age and CP topography 38 and noted significant association between topography and occurrence of postoperative hypothalamic damage and a strong relation between CP location, and the type of surgical approach and degree of tumor removal. Several authors have reported cases where a mistaken surgical approach was used due to topographical misdiagnosis of the location of CP despite the use of magnetic resonance (MR) images. [39] [40] [41] It is important to consider each case on an individual basis as the imaging characteristics of each pathology and individual anatomical variation strongly influence whether a lesion is treated via a particular approach. Although there has been no consensus 
Differential Diagnosis with Other Tumors of Sellar Region
The differential diagnosis in pathology of sellar masses includes hypothalamic glioma, optic glioma, Langerhans 
Conclusion
The topographical classification of these subtypes is not purely distinct compared with other tumors of the sellar region, and in as much as it aids in the surgical approach, it has not fully been beneficial in the differential diagnosis from other tumors, with histopathological immunostaining remaining the main stay for confirming a diagnosis of CP. To date, no standardized topographical classification system has been agreed among neuroradiologists and surgeons, and further studies are necessary to design a clinical-based classification system, which could aid in the surgical planning for determining tumor extent for surgery and radiotherapy, as well as posttherapy monitoring.
